CASEREPORT
A 37-year-old black man was admitted on April 2, 1978, because of a generalized grand mal seizure. There was no significant medical history, except for a mild headache present over the past week. Physical examination revealed a wellnourished muscular man with postictal lethargy. Bilateral papilledema with acute hemorrhages and palsy of the sixth nerve were present
The concentrations of alkaline phosphatase and -y-glutamyl transpeptidase were moderately elevated. A chest roentgenogram snowed diffuse reticulonodular ("miliary") densities and marked cardiomegaly with a left ventricular contour. Computerized axial tomograms of the brain revealed multiple densities throughout the central nervous system. The results of lumbar puncture were within normal limits. On the second day of hospitalization, the patient under went a percutaneous biopsy of bone marrow from the right anterosuperior iliac crest, followed within 45 minutes by an open pulmonary biopsy. No resection of ribs was necessary. Microscopic examination of the pulmonary specimen revealed noncaseating and caseating granulomas, as well as acid-fast organisms. Bone marrow was discovered in a pulmonary artery.
Therapy with isoniazid, rifampin, and streptomycin was begun, and except for one episode of bradycardia and vomit ing, the patient's course of hospitalization was uneventful.
DISCUSSION
Bone marrow emboli to the lung have been noted on occasion, particularly in fatal cases of multiple fractures,1'2 from generalized seizures,1-2 and as emboli arising from sternal puncture.3 Bone marrow emboli also have been noted in multiple myeloma,8 surgical procedures involving sternal transection,4 and external cardiac massage.6 These are usual ly incidental findings during postmortem examination. At times, bone marrow emboli may be sufficiently large to cause respiratory distress, as well as death, with the emboli as the suspected proximate cause. 4'5'8 In our patient, as well as in other reported cases, neither the significance nor the incidence of bone marrow emboli is known. Small emboli probably do not significantly alter the clinical course of the patient's condition. These emboli are almost exclusively found in small and medium branches of the pulmonary arteries. Most often, these are found to be peripheral, and the particles of marrow have a tendency to disintegrate and disappear.
The importance of this finding is controversial.2 As men tioned, these emboli are usually postmortem findings, and the cause-and-effect relationship to the death of the patient is not known; however, in certain cases, it appears that a proximate cause of death from bone marrow emboli is suggested, and an increased awareness of this complication has been stressed.4'r''8
In our patient, either generalized seizures or the biopsy of bone marrow could have led to the finding of bone marrow emboli to the lung. There were no sequelae to this finding. This represents a unique case of miliary tuberculosis and bone marrow embolus to the lung that was diagnosed before death. This case is reported to draw further attention to this entity.
Robert 
A New Device to Perform a Standardized Valsalva's Maneuver

To the Editor:
Valsalva's maneuver is an important tool at bedside.1-3
Although the maneuver is commonly performed by forced expiration against a closed glottis, many patients have diffi culty in comprehending instructions on how to perform the maneuver or in actually executing it. I describe a simple adapter to perform a standardized Valsalva's maneuver. It can be easily assembled in the pulmonary laboratory of most hospitals, is easy to carry, and can be used in conjunction with most commercially available sphygmomanometers. Furthermore, the cost of the device is minimal.
DESCRIPTION OF THEDEVICE
The device consists of four parts (Fig 1) . The disposable mouthpiece (Inspiron No. 001200) fits into one end of a 6-inch corrugated tube (Hudson Corr-A-Tube II, No. 1410). The other end of this tube is coupled to a connector (BardParker oxygen hose connector No. 5002) via a 22 X 22-mm adapter (Bard-Parker No. 5095). This connector fits snugly onto the male hub of the rubber tubing of most commercially available sphygmomanometers. An 18-gauge needle may be inserted into the adapter to equalize the intraoral and intrabronchial pressures during the strain phase of Valsalva's maneuver. 4 The patient in the supine or semirecumbent position blows into the mouthpiece and maintains the column of mercury in the sphygmomanometer at 40 mm for a period of ten seconds. This device is presently being studied in a series of patients. We have now used this prosthesis in six patients, with no surgical deaths and no complications. Follow-up x-ray films and arteriograms have shown no tendency for thrombosis or migration of the prosthesis.
The high surgical mortality in acute dissection of the aorta is primarily due to hemorrhage from attempts to suture friable edematous tissue. By utilizing a sutureless prosthesis, this complication is avoided. The prosthesis may be inserted with little difficulty and thus a short duration of cross-clamp ing of the aorta. We believe that this is a significant advance in the treatment of thoracic aneurysms, and we are preparing to submit a complete report on our work in the near future.
Unilateral Diaphragmatic Paralysis in Association with Erb's Palsy
To the Editor:
Erb's palsy is a well-described complication of trauma to the shoulder and neck.1 Except in neonates, it is very unusual for Erb's palsy to be accompanied by an ipsilateral diaphrag matic paralysis. The purpose of this communication is to
